This study examined the socio-demographic factors associated with normal linear growth among pre-school children living in better-off households, using survey data from Ghana, Kenya, Nigeria, Mozambique and Democratic Republic of Congo (DRC). The primary outcome variable was child height-for-age z-scores (HAZ), categorised into HAZ�-2SD (normal growth/not stunted) and HAZ<-2 (stunted). Using logistic regression, we estimated adjusted odds ratios (aORs) of the factors associated with normal growth. Higher maternal weight (measured by body mass index) was associated with increased odds of normal growth in Mozambique, DRC, Kenya and Nigeria. A unit increase in maternal years of education was associated with increased odds in normal growth in DRC (aOR = 1.06, 95% CI = 1.03, 1.09), Ghana (aOR = 1.08, 95% CI = 1.04, 1.12), Mozambique (aOR = 1.08, 95% CI = 1.05, 1.11) and Nigeria (aOR = 1.07, 95% CI = 1.06, 1.08). A year increase in maternal age was positively associated with normal growth in all the five countries. Breastfeeding was associated with increased odds of normal growth in Nigeria (aOR = 1.30, 95% CI = 1.16, 1.46) and Kenya (aOR = 1.37, 95% CI = 1.05, 1.79). Children of working mothers had 25% (aOR = 0.75, 95% CI = 0.60, 0.93) reduced odds of normal growth in DRC. A unit change in maternal parity was associated with 10% (aOR = 0.90, 95% CI = 0.84, 0.97), 23% (aOR = 0.77, 95% CI = 0.63, 0.93), 25% (aOR = 0.75, 95% CI = 0.69, 0.82), 6% (aOR = 0.94, 95% CI = 0.89, 0.99) and 5% (aOR = 0.95, 95% CI = 0.92, 0.99) reduced odds of normal growth in DRC, Ghana, Kenya, Mozambique and Nigeria, respectively. A child being a male was associated with 18% (aOR = 0.82, 95% CI = 0.68, 0.98), 40% (aOR = 0.60, 95% CI = 0.40, 0.89), 37% (aOR = 0.63, 95% CI = 0.51, 0.77) and 21% (aOR = 0.79, 95% CI = 0.71, 0.87) reduced odds of normal child growth in DRC, Ghana, Kenya and Nigeria, respectively. In conclusion, maternal education, weight, age, breastfeeding and antenatal care are positively associated with normal child growth. In contrast, maternal parity, employment, and PLOS ONE
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Introduction
Child health is a fundamental public health issue because good child health sets one up for lifelong health and functioning, and wellbeing. In sub-Saharan Africa (SSA), child physical health is of particular concern due to the high rates of illness and mortality in the region. Normal (healthy) child growth, defined in this paper as children who are not stunted (not too short for their age), is a foundation for optimal child health and wellbeing. There is evidence that healthy child growth is positively associated with cognitive development, higher school achievements, lower morbidity and mortality, higher economic productivity in adulthood and better maternal reproductive outcomes [1] [2] [3] . Thus, suggesting the need for substantial investment in nutrition interventions to promote child growth to ensure life-long benefits. Working with international partners such as World Health Organisation (WHO) and United Nations Children's Fund (UNICEF), governments in SSA have put in place various interventions to improve child growth by addressing stunting in the region [4, 5] . However, the implementation of these programmes tends to focus more on child growth deficiencies and how to protect children against risk factors of growth deficiencies [6, 7] . Therefore, it may be difficult to directly attribute the effects of the programmes on child healthy growth outcomes, except to infer that reduction in stunting implies an increase in healthy growth. The present study fills this gap by providing evidence on the critical socio-demographic factors associated with healthy growth among children living in better-off households. Indeed, many experts have called for this type of resource-focused approach in promoting child health outcomes, as exemplified by the UNICEF childcare framework [8, 9] .
Several factors affect child linear growth in low and middle incomes countries (LMICs). These factors include maternal education, employment, household wealth index, antenatal care (ANC), parity, maternal body mass index (BMI), urban place of residence, breastfeeding, and maternal age among others . These factors affect child linear growth either negatively or positively. There is substantial evidence that improvement in maternal education has a significant positive effect on child growth outcomes in many settings [10] [11] [12] [13] [14] . Educated mothers tend to have children with better nutritional status compared to children of mothers with no education.
Similarly, maternal BMI has a strong positive effect on child linear growth [10, 11, [14] [15] [16] [17] . A study in Ethiopia showed that maternal BMI was associated positively with children nutritional status [17] . Fenske and colleagues [11] observed that maternal age has a significant effect on childhood stunting. In India, undernutrition was more prevalent in children of 26-30 year age group mothers than the other reproductive age groups [18] . Relatedly, children of older mothers tend to suffer less from stunting compared to children of younger mothers [12, 19, 20] . Although there is scanty literature on the effects of maternal parity on child nutritional status, some few studies have observed negative associations between maternal parity and child growth outcomes [21] [22] [23] .
Further, Kuhnt and Vollmer [24] found in their study that having at least four ANC visits is associated with reduced odds of stunting in pre-school children. Several studies have observed a positive effect of breastfeeding on child growth [25] [26] [27] . Household wealth index also has a strong positive impact on child growth [28] [29] [30] . Children in better-off households tend to have better growth outcomes relative to those in poor households.
The literature reviewed above focus almost exclusively on child growth deficiencies (undernutrition/abnormal growth) and the associated risk factors. Statistical analyses that examine the direct relationship between socio-demographic factors and healthy child growth are still limited, to the best of our knowledge. Therefore, it is significant to conduct analysis, using healthy growth as the primary outcome variable to elucidate the direct relationship between socio-demographic factors and healthy linear growth among children. Furthermore, it is widely recognised that children in better-off households tend to have better growth and health outcomes. However, stratified analysis to understand the key covariates responsible for the positive growth outcomes in this sub-group is lacking. This study intended to fill this gap by stratifying the analysis by better-off households, focusing on children who are growing normally (rather than those that are not) and the factors that make them grow well. We also investigated the factors that pose potential risks to child growth in better-off households. This investigation will further our understanding of the critical factors associated with healthy child growth. The objective of this study, therefore, was to examine the associations between sociodemographic factors at child, maternal, household and community levels and healthy growth among children living in better-off households. (2013) (2014) . We based the selection of the five countries on our previous analysis using the same countries and data [12, 32] . The DHS data are nationally representative, repeated cross-sectional household surveys collected primarily in LMICs every five years using standardised questionnaires to enable cross-country comparisons [33, 34] . The DHS utilises a two-stage sample design [35] [36] [37] [38] [39] . The first stage involves the selection of sample points or clusters from an updated master sampling frame constructed from National Population and Housing Census of the respective countries [37] . DHS selected the clusters using systematic sampling with probability proportional to size. Household listing is then conducted in all the selected clusters to provide a sampling frame for the second stage selection of households [12, 37] . The second stage selection involves the systematic sampling of the households listed in each cluster and randomly select from the list the households to be included in the survey [12, 37] . The rationale for the second stage selection is to ensure adequate numbers of completed individual interviews to provide estimates for critical indicators with acceptable precision. All men and women aged 15-59 and 15-49 respectively, in the selected households (men in half of the households) are eligible to participate in the surveys if they were either usual residents of the household or visitors present in the home on the night before the study [12, 37] . Study participants. The study population comprised children aged 0-59 months, born to mothers aged 15-49 years living in better-off households. The DHS obtained information on the children through face-to-face interviews with their mothers. Adjustable measuring board calibrated in millimetres was used in measuring study children height. Children younger than 24 months were measured lying down (recumbent length) on the board while older children were measured standing [12] . The DHS then converted the height data into Z-scores based on the 2006 WHO growth standards [40] . The total samples used in the current analysis were: Ghana, n = 1,247; Nigeria, n = 12,999; Kenya, n = 3,895; Mozambique, n = 5,711; and DRC, n = 3,943.
Methodology

Ethics statement
Before conducting the surveys, the DHS obtained ethical clearance from Government recognised Ethical Review Committees/Institutional Review Boards of the respective countries as well as the Institutional Review Board of ICF International, USA. Study children mothers or caregivers gave written informed consent before the inclusion of their children. The authors of this paper sought and obtained permission from the DHS program for the use of the data. The data were utterly anonymised, and therefore, the authors did not seek further ethical clearance before their use.
Outcome and predictor variables
Outcome variables. The primary indicator of child linear growth used in this analysis was child height-for-age Z-scores (HAZ). The HAZ scores were computed using 2006 WHO growth standards [40] and classified into healthy growth (or not stunted) and stunted (or poor growth). In this paper, we described children who have HAZ equal to or above -2 SD (HAZ � -2SD) [40, 41] as having a healthy growth. In contrast, children with HAZ below -2 SD (HAZ < -2) from the median HAZ of the WHO reference population [40] were considered stunted (chronically malnourished).
Predictor variables. We classified the predictor variables into child (dietary diversity, age and sex), maternal (body mass index, education, age, work status, parity, breastfeeding status, marital status, antenatal attendance), household (sex of household head, household size, number of children under 5 years) and community (place of residence) level variables. The child dietary diversity (DD) was created by counting the number of food groups the mother reported the child had consumed in the past 24h before the interview. Following recommended procedures in the construction of the child DD indicator [42] , we regrouped the food types in the data into seven [7] main categories [12] : (i) grains, roots and tubers; (ii) legumes and nuts; (iii) dairy products; (iv) flesh foods and organ meats; (v) vitamin A-rich fruits and vegetables; (vi) eggs; and (vii) other fruits and vegetables. A value of 1 was given for the child's consumption of any of the food groups within 24h, while we assigned 0 for non-consumption [12] . These scores were then summed up to obtain the DD score, ranging from 0 to 7, and used in the analysis as a categorical predictor variable. Also, we assigned a score of 1 to a mother who indicated she was still breastfeeding, and 0 for "no" response. Marital status was recoded into "not in union" "cohabiting" and "married". Maternal body mass index (BMI), also referred to as Quetelet's Index [43] , was derived by dividing weight in kilograms by the squared height in meters [12] . The BMI (kg/m 2 ) was then classified into BMI<18.50 kg/m 2 (underweight), BMI = 18.50-24.99 kg/m 2 (normal weight), BMI = 25.0-29.9 kg/m 2 (overweight) and BMI� 30.0 kg/m 2 (obese) [44] . We used BMI<18.50 kg/m 2 (underweight) as a referenced category in the analysis. We selected the predictor variables based on the UNICEF conceptual framework of childcare [9] and the literature. We subjected the selected variables to bivariate analysis to establish their relationship with the outcome variable. Only statistically significant variables were included in the multivariable analysis. We tested statistical significant associations of the categorical variables using chi-square, while continuous variables were tested using t-test. Additionally, we included variables that were not statistically significant but considered biologically important in the multivariable analysis.
Stratification variable. We used the household wealth index (WI) as the stratification variable in the analysis. Several DHS reports used the WI to estimate inequalities in household characteristics, in the use of health and other services, and health outcomes [34, 35, 37, 45] . It is an indicator of wealth that is consistent with expenditure and income measurement among households [33, 34, 37]. The index was created based on assets ownership and housing characteristics of each household: type of roofing, and flooring material, source of drinking water, sanitation facilities, ownership of television, bicycle, motorcycle, automobile among others. A principal component analysis was employed to assign weights to each asset in each household. The asset scores were summed up, and individuals ranked according to the household score. The DHS then divided the WI into quintiles: poorest, poorer, middle, richer and richest [33, 34, 37] . For this analysis, we recoded middle, richer and richest households into "better-off households". We restricted all the investigations to this sub-category.
Framework underpinning the analysis. The UNICEF conceptual framework [46] , which outlines the causes of undernutrition underpinned our empirical analysis. It is a socio-ecological model encompassing factors at the individual, household and societal levels. In the UNI-CEF framework, child malnutrition is analysed in terms of immediate, underlying and basic causes. The immediate causes are inadequate dietary intakes and infectious disease, the underlying causes are inadequate maternal, and childcare, inadequate health services and healthy environment and the basic causes are institutional and socio-economic determinants and potential resources [46] . However, the extended UNICEF model of care guided this analysis [9, 46] . This framework suggests that child survival, growth and development are influenced by a web of factors, with three underlying determinants being food security, healthcare and a healthy environment, and care for children and women [9] . Basic determinants have a direct influence on these underlying determinants. These basic determinants may be described as "exogenous" determinants, which influence child nutrition through their effect on the intervening proximate determinants (underlying determinants). The underlying factors are, therefore, endogenously determined by the exogenous factors [46] . In this analysis, we included only the basic factors (socio-demographic factors) in our empirical models. We did this because there is evidence that in examining the association between child growth outcomes and exogenous factors, the proximate factors (endogenous factors) are usually excluded to avoid biased estimation of the regression parameters of the exogenous factors [47] [48] [49] . It is the case because the proximate factors are pathways through which the exogenous factors influence child nutrition [48] . Besides the basic factors, we also included antenatal care (ANC) and breastfeeding practices, which relies mostly on exogenous public health provisions rather than socio-demographic endowments of the household [46] . We included the two variables in the models' because changes in them are likely to be more responsive to policies, programmes and interventions rather than to differences in socio-demographic endowments of the household [46] . For example, there is evidence that policy, institutional and contextual settings are critical determinants of the prevalence of breastfeeding practices [47, 50] .
Data analysis
We built two empirical regression models for each of the five countries. In the first models, we included maternal BMI, education, age, work status, parity, breastfeeding status, marital status, antenatal attendance, sex of household head, household size, number of children under five years and place of residence. We adjusted for child DD, age and sex in the second and final model. We estimated adjusted odds ratios (aORs) of the associations between the socio-demographic factors and healthy growth among children in better-off households. Because the DHS utilised complex sample design, we accounted for design effect in all the analysis using parameters such as primary sampling unit, strata and weight.
Results
Characteristics of study samples
The results showed that Ghana (87%) had the highest number of children with healthy growth followed by Kenya (80%), while in Mozambique, DRC and Nigeria, the prevalence ranged from 62% to 74%. Regarding dietary diversity intake, Mozambique had the highest prevalence of children who consumed at least four food groups (21%), with DRC (12%) having the lowest prevalence. Similarly, Mozambique had the highest number of women with a healthy weight (73%), followed by DRC (69%). The prevalence ranged from 43% to 59% in Ghana, Kenya and Nigeria. Ghana had the highest prevalence (59%) of women who had attained a secondary school education, while Mozambique had the lowest prevalence (21%). Higher education was less than 15% among women across all countries, with Mozambique (1.3%) registering the lowest prevalence. DRC had the highest prevalence (86%) of ANC attendance among women followed by Ghana (72%), while Nigeria had the lowest prevalence (19%). Also, Mozambique (35%) had the highest number of women who were household heads, with Nigeria (14%) having the lowest women-headed households ( Table 1 ).
Multivariable results of the factors promoting or inhibiting healthy child growth
The results of the multivariable analysis of the associations between maternal, child, household and community-level factors, and healthy growth among children under five years in betteroff households are presented in Tables 2-6.
Factors associated positively with normal child growth
The results showed that normal maternal weight (measured by BMI) was associated with increased odds of normal linear growth among children in Mozambique (aOR = 1.82, 95% CI = 1.33, 2.50). Similarly, overweight associated with increased odds of normal linear growth in DRC (aOR = 1.75, 95% CI = 1.17,2.62), Kenya (aOR = 2.01, 95% CI = 1.28, 3.16), Mozambique (aOR = 2.19, 95% = 1.53, 3.14) and Nigeria (aOR = 1.44, 95% = 1.16,1.77) relative to children of underweight mothers. Maternal obesity had a similar effect on normal linear growth in Kenya, Mozambique and Nigeria. One year increase in maternal years of education was associated with increased odds in normal linear growth among children in DRC (aOR = 1.06, 95% CI = 1.03, 1.09), Ghana (aOR = 1.08, 95% CI = 1.04, 1.12), Mozambique (aOR = 1.08, 95% CI = 1.05, 1.11) and Nigeria (aOR = 1.07, 95% CI = 1.06, 1.08). The results in Kenya did not reach statistical significance. An additional year in maternal age was associated with increased odds of normal linear growth among children in all the countries included in the analysis. Breastfeeding was associated with increased odds of normal linear growth in Nigeria (aOR = 1.30, 95% CI = 1.16, 1.46) and Kenya (aOR = 1.37, 95% CI = 1.05, 1.79). In Ghana, Mozambique and DRC, breastfeeding was associated positively with normal linear growth in the first model. Still, this significant statistical association disappeared after the child level covariates such as age, sex and dietary diversity were included in the final empirical model. Urban place of residence was associated with increased odds of normal linear growth among children in DRC (aOR = 1.32, 95% CI = 1.06, 1.65) and Mozambique (aOR = 1.18, 95% CI = 1.01, 1.38). The association did not reach statistical significance in the remaining three countries.
Factors associated negatively with normal child growth
This section examines the factors associated negatively with normal linear growth. The results showed that children of mothers who were working had 25% (aOR = 0.75, 95% CI = 0.60, 0.93) reduced odds of normal linear growth in DRC. A unit change in maternal parity was associated with 10% (aOR = 0.90, 95% CI = 0.84, 0.97), 23% (aOR = 0.77, 95% CI = 0.63, 0.93), 25% (aOR = 0.75, 95% CI = 0.69, 0.82), 6% (aOR = 0.94, 95% CI = 0.89, 0.99) and 5% (aOR = 0.95, 95% CI = 0.92, 0.99) reduced odds of normal linear growth among children in DRC, Ghana, Kenya, Mozambique and Nigeria respectively. Similarly, a unit change in child's age was associated with reduced odds of normal linear growth in DRC, Mozambique and Nigeria. Further, a child being a male was associated with 18% (aOR = 0.82, 95% CI = 0.68, 0.98), 40% (aOR = 0.60, 95% CI = 0.40, 0.89), 37% (aOR = 0.63, 95% CI = 0.51, 0.77) and 21% (aOR = 0.79, 95% CI = 0.71, 0.87) reduced odds of normal linear growth among children in DRC, Ghana, Kenya and Nigeria respectively. The association in Mozambique did not reach statistical significance. 
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Discussion
This study investigated the maternal, child, household and community factors associated with normal (healthy) linear growth among children living in better-off households in DRC, Ghana, Kenya, Mozambique and Nigeria. The results highlighted the critical socio-demographic factors related to child growth outcomes and country-specific variations of these effects in the five countries. In the current analysis, higher maternal weight (measured by BMI) tends to have a significant positive impact on healthy growth among children living in better-off households in all countries except Ghana. Thus, maternal weight is a crucial determinant of positive child growth outcomes. Although a higher maternal weight has a positive effect on child healthy growth, interventions should target increasing maternal weight qualitatively for the benefit of both the mother and child. It is critical because of the negative effect of unhealthy weight on maternal health outcomes [51] [52] [53] . These findings are in line with the literature. Maternal nutrition has a significant positive impact on child linear growth in many settings [10] [11] [12] . In India, BMI had a substantial impact on child linear growth [11] . The preceding discussion illuminated the crucial role maternal nutrition plays in improving child nutritional status, although the pathways through which this happens may be complicated. The vital role maternal education plays in promoting positive child health outcomes was observed in the present study. Our results showed that maternal years of schooling have significant positive effect on healthy linear growth among children in all the five countries except Kenya. Thus, suggesting that maternal education has the potential to promote the healthy growth of children living in better-off households. Interventions to improve child growth may have a positive impact on children living in these households. Previous studies documented the beneficial effects of maternal years of education on child growth outcomes. Improvement in maternal education was associated positively with a dramatic change in linear growth among pre-school children [10] [11] [12] . It may be the case because educated mothers tend to utilise both preventive and curative health care more [54, 55] . Educated mothers also tend to have more strongly committed attitude towards good childcare than uneducated mothers [56, 57] . Also, the more education the mother has, the more the likelihood that she is sensitive and responsive to caregiving duties [56, 57] . Also, there is evidence that children seemingly engage more positively with their mothers when maternal education is higher [12, 57] . All the above have positive effects on child growth outcomes. The literature discussed above, together with our study, demonstrated the importance of maternal education for positive child health outcomes. However, in Kenya, maternal education did not have a significant positive effect on child growth outcomes. This finding is puzzling as maternal education has consistently predict child growth in the literature. Further research is needed to disentangle the possible reasons accounting for the non-significant effect of maternal schooling on child growth outcomes in Kenya.
The benefits of breastfeeding to child health were illuminated in this study but only in two countries. Breastfeeding practice was associated significantly with the likelihood of healthy linear growth among children living in better-off households in Kenya and Nigeria. The finding may imply that mothers in these households should be encouraged to practice breastfeeding because of its beneficial effects on their children growth. These findings confirm the widely recognised benefits of breastfeeding for improved health and developmental outcomes [25] [26] [27] . On the contrary, breastfeeding showed a significant positive effect on child healthy linear growth in the models containing only the socio-demographic factors in Ghana, Mozambique and DRC. The statistically significant association disappeared after the inclusion of child-level covariates such as dietary diversity, age and sex in the final empirical models. Hence, whether breastfeeding will have a positive effect on healthy child growth in better-off households or not is conditional on the inclusion or otherwise of child-level covariates. This finding corroborates previous research, which suggests the addition of child-level factors when evaluating the association of breastfeeding with anthropometric outcomes [57] . The non-significant positive effect of breastfeeding on child growth has previously been documented [58] [59] [60] . Thus, while breastfeeding is critical for positive child health outcomes, it is not always the case that its effects would be statistically significant.
Our analysis also illuminated negative determinants of healthy linear growth. Maternal work status was inversely related to healthy child growth in DRC. It implies that DRC mothers who are engaged in any form of work tend to have children who have poor linear growth relative to mothers who are not working. The negative effect may boil down to inadequate childcare due to limited time available to working mothers. A study in India concluded that a mother's employment compromises infant feeding and care, particularly so when mothers are not able to get alternative caregivers [61] . This study further reported that the compromises related to childcare and feeding outweigh the benefits from employment [61] . Other studies have shown that mothers working away from home spend less time with their children compared to mothers who are not working outside the home and therefore likely to have children who are undernourished [62, 63] . Although women who are working tend to have access to disposable income and consequently able to provide nutritious food for their children [13, 17, 64, 65] , the above discussion showed that maternal employment, indeed, could negatively affect child growth outcomes. It is worthy to note that this analysis did not investigate the categories of work and their effect on child growth [12] . We are therefore unable to tell the independent impact of the various occupational groups on child linear growth. It is a limitation worth noting, as different occupations may have different effects.
Similarly, the results showed that higher maternal parity impact negatively on healthy linear growth in better-off households. The effect is most significant in Kenya (25%) followed by Ghana (23%), with the least impact being in Nigeria (5%). The findings suggest that higher parity has a stronger negative effect on child healthy growth in Kenya and Ghana relative to the other countries. The adverse effects of parity on child growth may be attributed to it being an essential factor that affects maternal depletion, particularly among high fertility mothers [66, 67] . Poor maternal health has the potential to compromise the mothers' ability to provide proper care for their children. The consequential effect of the lack of adequate care is poor child growth. Secondly, women with higher parity are likely to have many young children, who might compete for the available care resources, which can affect good care practices and consequently their children growth outcomes. Previous studies have documented that the higher the maternal parity, the less likely that their children will have positive growth outcomes [21, 22] . Children of multiparous mothers tend to have lower rates of growth and lower levels of childhood body mass index than children of nulliparous mothers [22] . The preceding discussion demonstrated that parity has a significant negative effect on child linear growth.
Our analysis also showed that a year increase in child's age was associated negatively with healthy linear growth in three (DRC, Mozambique and Nigeria) of the five countries. The implication is that older children living in better-off households are less likely to achieve healthy linear growth. These findings are consistent with previous research. Nshimyiryo and colleagues [68] observed that an increase in the child's age had a significant association with poor linear growth. For instance, children aged 6-23 months were at lower risk of poor growth than those in the older age group 24-59 months [68] . Also, being a male child is associated with less likelihood of healthy growth among children living in better-off households. Previous work has shown that poor linear growth was higher among male children as compared to female children [69] . Suggesting that male children tend to be more vulnerable to poor growth than their female counterparts in the same age group [70] . It might be due to preferences in feeding practices or other types of exposures [70] . The findings could also be because boys are expected to grow at a slightly more rapid rate compared to girls, and their growth is perhaps more easily affected by nutritional deficiencies or other exposures [71] .
Strengths and limitations of the study
One significant advantage is the use of high quality, extensive nationally representative DHS data to investigate the factors associated with healthy linear growth among children living in better-off households. The comprehensive data make it possible for the findings to be generalised to the population of young children in the respective countries. The extensive data also help to produce more robust estimates of observed associations. The use of multi-country data unmasks differences and highlights commonalities in the effects of the correlates on child growth across countries. Revealing these differences may not have been possible with single country data.
Further, the height data used for computing the HAZ indicator were objectively measured, reducing possible misclassification. The novelty of this study is its focus on positive child growth outcomes rather than child growth deficiencies. A limitation worth mentioning is the cross-sectional nature of the data, which makes it challenging to disentangle potential reciprocal and otherwise complex causal relationships. We, therefore, restrict the interpretation of findings to mere associations between the explanatory variables and the outcome variables.
Conclusions
Maternal weight (BMI) tends to have significant positive effects on healthy linear growth among children living in better-off households across all countries except Ghana. Interventions aimed at increasing maternal weight qualitatively are likely to be effective in improving the linear growth of children living in better-off households. Maternal years of education have significant positive effects on healthy linear growth in all the five countries except Kenya. Schooling has the potential to improve healthy linear growth among children in better-off households. Breastfeeding was associated with the likelihood of healthy linear growth in Kenya and Nigeria. Implying that mothers in better-off households should be encouraged to practice breastfeeding because of its beneficial effect on their children growth. Mothers work status is inversely related to healthy growth in DRC. Thus, in DRC, mothers who are engaged in any form of work tend to have children with poor growth relative to mothers who are not working. The results show that higher maternal parity associates negatively with healthy linear growth. The effect is most significant in Kenya (25%) followed by Ghana (23%), with the least impact being in Nigeria (5%). Thus, higher parity has a stronger negative impact on child healthy linear growth in Kenya and Ghana relative to the other countries.
